ABSTRACT The value of differential cell counts in bronchoalveolar lavage fluid in patients who were serologically positive for the human immunodeficiency virus (HIV) was studied in 30 patients with classified into four groups according to the severity of illness: (1) seven subjects with the AIDS related complex without clinical or radiological evidence of pulmonary infection; (2) 
Introduction
Nearly half (41%) the patients with the acquired immunodeficiency syndrome (AIDS) develop pulmonary infiltrates due to either infection or inflammation during their illness.' Bronchoalveolar lavage has been found to be useful for the diagnosis of pulmonary infections, especially for those caused by opportunist organisms.23 The role of the differential cell counts in lavage fluid, however, in the diagnosis of pulmonary complications in these patients has been addressed in only a few reports, with conflicting conclusions. Smith et al' found a correlation between the clinical severity of illness and the percentage of neutrophils and eosinophils in bronchoalveolar lavage in patients with Pneumocystis carinii pneumonia, but White et al5 found no relation between the relative proportion of cell types in lavage fluid and respiratory symptoms, radiological abnormalities, or survival from pulmonary infections caused by Pneumocystis carinii, cytomegalovirus, Mycobacterium avium intracellulare, and bacteria. Changes in bronchoalveolar lavage fluid differential cell counts have also been reported in a few patients with the AIDS related complex without pulmonary disease. 6 Our study was designed to investigate the clinical significance ofchanges in bronchoalveolar lavage fluid differential cell counts in patients with AIDS and in patients with the AIDS related complex with or without pulmonary infection. Patients were classified in different groups on the basis of strict criteria.
Methods

PATIENTS
From September 1985 to April 1987 we studied 30 HIV positive patients (28 of them male). Twenty one were heroin addicts, nine were homosexual, and one had haemophilia. Patients were classified into four groups on the basis of microbiological studies, as follows: Group 1-patients with the AIDS related complex, without clinical symptoms or radiological abnormalities to suggest respiratory infection; these patients underwent fibreoptic bronchoscopy because they had pyrexia of unknown origin. Group In the four patients from group IV who died necropsy confirmed the existence of Pneumocystis carinii pneumonia.
STATISTICAL ANALYSIS
As the distribution of variables was not normal, the non-parametric Kruskal-Wallis and Mann-Whitney tests were used for comparisons between groups." The threshold of significance was taken as < 0 05.
Results
Of the 30 patients, seven were in group 1, eight in group 2, eight in group 3, and seven in group 4. The diagnosis of pulmonary infection was always made by analysis of lavage fluid and necropsy. There were no cases of bacterial pneumonia; quantitative analysis of bronchial secretions obtained by telescoping plugged catheter and blood cultures always gave negative results.
The bronchoalveolar lavage fluid differential cell counts of the control group and the four groups studied are shown in the table. All the HIV positive patients, with or without pulmonary infection, showed a lower percentage of macrophages than the control group, and all had a significantly higher percentage of lymphocytes than the control subjects. There were no significant differences in the percentages of lymphocytes between the four groups (table) .
Percentages of neutrophils were significantly higher in groups 2, 3, and 4 than in the control group but did not differ between the groups (table) .
Mastocytes and eosinophils were not observed in any cases. neutrophil numbers in all the patients with pulmonary infection, whatever the aetiology (groups 2, 3, and 4), we found no correlation between the degree of neutrophilia in the lavage fluid and disease severity. This lack of concordance may be due to one or more of several factors: (1) patients studied at different stages of the disease; (2) inclusion of patients with bacterial infections in Smith's series (this would account for an increase in bronchoalveolar lavage neutrophils in these patients'3); (3) the small size of the groups being studied; (4) differences in the patients studied with respect to the factors predisposing to infection with the human immunodeficiency virus (drug abuse versus homosexuality, etc)-in our study there were more drug abusers than homosexual patients. A direct effect of drugs and other substances (talc) on lung parenchyma and bronchoalveolar lavage fluid differential cell counts cannot be excluded.
In summary, our results show that patients with the AIDS related complex show abnormalities in the differential cell count in the lavage fluid that may be explained either by immunological reactions or by a subclinical infection not diagnosed by standard techniques. The cell count does not, however, appear to be useful in the diagnostic and prognostic evaluation of pulmonary infections in these patients.
